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A red twisted ankle

QUESTION: A 38-year-old Asian American woman twisted her right ankle by inverting it
while walking. Believing that it was a minor sprain, she applied a Chinese medicine patch
that was given to her by her mother, who recently emigrated from China. The patient
applied the medicine that was impregnated in a patch to the anterior medial and lateral
portions of her ankle, leaving the posterior portion uncovered. The following day the
patient broke out in a red and painful rash with blisters.

The patient denied fever or any systemic symptoms; when questioned, she did not know
the ingredients in the medication. The rash was painful and the lesions made it painful to
walk.

Figures 1 and 2 show the patient’s ankle at the time of her first visit to the office. Both
figures show the erythema has a well-demarcated border, which has been traced by the
doctor’s pen. The skin is also covered with many small vesicles (< 5 mm in diameter) and
at least five large intact bullae (> 5 mm in diameter). What is your diagnosis and how
would you manage this patient?
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ANSWER: The patient has a severe contact dermatitis to
the topical Chinese medicine. Because the ingredients of
this medicine are unknown, it is difficult to pinpoint the
exact allergen causing the contact dermatitis. Although
this patient reports no previous occurrences of contact
dermatitis, the recent history and physical examination
represent a classic pattern for contact dermaritis. There-
fore, no further testing is indicated.

DIFFERENTIAL DIAGNOSIS

The differential diagnosis includes irritant dermatitis and
contact dermatitis due to other substances. This patient
has an allergic contact dermatitis, a delayed hypersensitiv-
ity reaction that occurs after exposure to an antigenic sub-
stance. It is possible that this patient was exposed to this
substance as a child in China.

Although irritant dermatitis may look
like contact dermatitis, it is not caused

by an immunologic mechanism.

The prototypical contact dermatitis is poison oak or
poison ivy. These conditions can look similar and are
often distinguished by the line of vesicles that can occur
from brushing against one of the plants of the Anacardia-
ceae family. Also the linear pattern occurs from scratching
oneself and dragging the oleoresin across the skin with the
fingernails. In this case, the erythema and vesicles are wide-
spread and show no linearity. Although irritant dermatitis

may look like contact dermatitis, it is not caused by an
immunologic mechanism. The substance in irritant der-
matitis is purely irritating to the skin and does not serve as
an allergen. In patch testing, strong allergic reactions are
vesicular, whereas irritant reactions show a deep erythema.

TREATMENT

Use of the Chinese medication was permanently discon-
tinued. Cold compresses and a topical steroid were pre-
scribed. Oral prednisone prescription was considered but
not given on the first visit. The patient had no signs of
secondary infection that would require antibiotic therapy.
She was asked to follow-up 2 days later. When the patient
showed no improvement despite use of a class 1, highest
potency topical steroid, she was given a 2-week course of
prednisone starting with 60 mg daily and tapering down
to 5 mg daily. The patient responded rapidly and the
condition fully resolved.

Cold wet compresses applied 15 to 30 minutes several
times daily relieve symptoms during the acute blistering
stage. Topical steroids are not effective in penetrating blis-
ters but may be valuable for the surrounding areas. Aveeno
baths may be used to soothe the area and control itching.

If use of systemic steroids is indicated (severe cases or
those refractory to topical steroids), there is a choice of oral
prednisone or a shot of triamcinolone acetonide (40 mg
IM). Oral prednisone doses may vary widely, but a simple
dose regimen is 20 mg twice daily for at least 6 days.
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How to submit your medical images for publication in Med.Pix

Do you have images (slides, photos, etc.) of compelling visual cases in clinical medicine?
If other primary care providers would find them interesting, we would like to publish them, along with a brief

description of the clinical presentation and a question for the readers. The answer should provide an explana-
tion of the clinical case along with information on differential diagnosis and treatment. The treatment section
should suggest an evidence-based approach and be supported by current references. Multiple images may be
submitted, and interesting connections between these images may be highlighted.

High-quality slides, illustrations, and photographic prints may be mailed to:
Richard Usatine, MD; Section Editor, Med.Pix; 200 UCLA Medical Plaza, Suite 220 Los Angeles, CA 90095-1628;

Fax 310-206-0181.

Written descriptions and electronic images may be submitted to: rusatine@mednet.ucla,edu.

Note: If the patient’s identity is recognizable, a signed permission form should accompany the submission materials.
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